factors. Multiple regression analysis revealed that hypertension, dyslipidemia, hyperglycemia and hyperuricemia were independently associated with obesity. eGFR decreased with a higher number of risk factors. Obesity, blood pressure, dyslipidemia, hyperglycemia and hyperuricemia were independently associated with proteinuria. Conclusion Obesity can pose an independent risk factor for proteinuria in young adults. Hypertension, dyslipidemia, hyperglycemia and hyperuricemia were independently associated with obesity. eGFR decreased with a higher number of risk factors.
Introduction
Obesity has become a global epidemic and its prevalence in adult population is increasing at a rapid pace. Obesity, along with hypertension, impaired glucose tolerance or diabetes mellitus and dyslipidemia are well-known factors of metabolic syndrome. Together, they increase the risk of cardiovascular disorders and chronic kidney disease (CKD). Currently, kidney damages attributed to obesity are getting more attention. The morbidity of obesity-related glomerulopathy (ORG) increases with obesity. In the USA, the morbidity of ORG was 0.2 % in 1986-1990, while it increased to about 2 % in 1996-2000 [1] . Therefore, it is crucial that renal damage in young obese adults should be analyzed at the early stage. The aim of this study was to compare the clinical characteristics of obese vs. nonobese young adult subjects and to analyze the factors that influence decreased renal function and proteinuria in young obese adults.
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Subjects and methods
Study population
The subjects were young civil servants between 20 and 39 years old in Fuzhou City. They received physical examination at the First Affiliated Hospital of Fujian Medical University between November 2008 and August 2009. Subjects who failed to provide data such as routine urine test and serum creatinine were excluded from the study. Also, of the subjects who received repeated examinations, only the first examination results were included.
Measurements
Physical examination
The height, body weight, body mass index (BMI), systolic blood pressure (SBP) and diastolic blood pressure (DBP) of all subjects were measured according to the unified standards. The BMI of each subject was calculated by dividing the weight (kg) by the square of the height (m 2 ). The blood pressure was measured using an electrical manometer after letting the subjects rest for 15 min. Blood pressure measurement was performed up to three times according to JNCVII standard, and the mean value was used for statistical analysis. The interval between each measurement was 5 min. In case there was a difference of more than 10 mmHg between two measurements; we chose the two closest measurements to calculate the mean value. The subject's height was defined as net height measured without shoes. Body weight was measured with empty stomach and no coat.
Laboratory tests
For laboratory analysis, subjects' morning urine samples were collected. Female subjects who were menstruating were excluded. Serum creatinine (Scr), urea nitrogen (BUN), uric acid (UA), fasting glucose (FBG), total cholesterol (TC), triglycerides (TG), high-density lipoprotein cholesterol (HDL-C) and low-density lipoprotein cholesterol (LDL-C) were tested. Urinary protein and occult blood were measured by urine dipstick test. Urine red cell counting was carried out by an automatic analyzer (uFl00, Sysmex, Japan). Proteinuria ≥0.3 g/L was considered positive. FBG was detected by hexokinase method with an intra-assay coefficient of variation <2.0 % and inter-assay coefficient of variation <2.5 %. FBG ≥ 6.1 mmol/L was considered abnormal. TC, TG, HDL-C, LDL-C, UA and Scr were measured using a full automatic biochemical analyzer (Hitachi 7600) with an intra-assay coefficient of variation <1.5 % and inter-assay coefficient of variation <2.5 %.
Diagnostic code
Estimated glomerular filtration rate (eGFR) was calculated using the equation of MDRD as follows: 186 × Scr(mg/dl) ^ (−1.154) × age ^ (−0.203), including a correction factor of 0.742 for women [2] . 1 µmol Scr = 0.0113 mg/dl. . Based on the number of CKD risk factors (dyslipidemia, hypertension, hyperglycemia and hyperuricemia), the subjects were classified into group 0 (no risk factor), group 1 (one risk factor), group 2 (two risk factors) and group 3 (three or four risk factors).
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Statistical analysis
All the data were entered into Excel by two researchers. The data were presented as x ± s. Student's t test was used to evaluate differences between the obese and nonobese groups. The enumeration data were analyzed by χ 2 test. Related risk factors that affect renal function were analyzed by multivariate regression analysis and stepwise regression analysis with variables including age, BMI, SBP, DBP, FBG, TC, TG, LDL-C, HDL-C and UA. Related risk factors for proteinuria were analyzed by two classifications of non-conditional logistic regression analysis with variables including gender, age, BMI, obesity, hypertension, dyslipidemia, high FBG and hyperuricemia. All data were analyzed using SPSS version 11.7.
Results
Subjects' baseline characteristics and physical examination data
A total of 1292 male and 1001 female eligible subjects were enrolled in our study. Their baseline characteristics are represented in Table 1 . 33.3 % of male and 7.5 % of female subjects were obese. The gender differences in the characteristics of obesity and nonobesity in different age groups and in the same age group are shown in Tables 2 and 3 . The average age was similar between obese and nonobese subjects in different age groups. In male subjects of different ages, blood pressure, TC, TG and LDL-C were higher, while HDL-C level was lower in the obese group compared with the nonobese group. UA in the 25-to 29-year age group, 30-to 34-year age group and 35-to 39-year age group was higher in the obese group than in the nonobese group. FBG in the 30-to 34-year age group and in the 35-to 39-year age group was higher in the obese group than in the nonobese group. In female subjects, HDL-C in the 25-to 29-year age group, 30-to 34-year age group and 35-to 39-year age group was lower in the obese group than in the nonobese group. TG and UA in the 30-to 34-year age group and in the 35-to 39-year age group was higher in the obese group than in the nonobese group. eGFR was similar in male and female subjects of different age groups.
Risk factors of CKD
We evaluated the relationships between CKD risk factors and BMI, and between the risk factors and eGFR. The percentage of group 0, 1, 2 and 3 in male subjects was 41.6 % (n = 538), 37.2 % (n = 481), 16.9 % (n = 218), and 4.3 % (n = 55). The corresponding percentage in female subjects was 82.6 % (n = 826), 15.4 % (n = 154), 1.7 % (n = 17) and 0.4 % (n = 4). The mean ages of the four groups in male subjects were 31.4 ± 5.4, 31.7 ± 5.4, 32.8 ± 5.0 and 33.7 ± 4.7, respectively. The mean ages of the four groups in female subjects were 31.2 ± 5.3, 32.0 ± 5.2, 33.2 ± 4.7 and 36.5 ± 3.3, respectively. There was no significant age difference in male and female subjects among all four groups (P > 0.05). The mean BMIs of the four groups in male subjects were 22.2 ± 3.0, 23.7 ± 3.1, 25.3 ± 2.9 and 26.7 ± 3.0, respectively. In female subjects, the mean BMIs were 20.8 ± 2.4, 22.2 ± 3.0, 23.1 ± 2.7 and 27.7 ± 3.4, respectively. BMI increased as the number of risk factors increased (Fig. 1) . Multivariate analysis indicated that these risk factors were independently associated with obesity, as shown in Table 4 . The eGFRs in the four groups were 115.1 ± 17.5, 113.4 ± 17.6, 113.1 ± 17.7 and 111.0 ± 21.2 ml/min in male subjects, and 131.1 ± 21.2, 133.3 ± 24.5, 126.3 ± 17.4 and 116.2 ± 17.0 ml/min in female subjects, respectively. There was no significant difference within group (P > 0.05). However, eGFR decreased as the number of risk factors increased (Fig. 2) . 
Multivariate analysis of eGFR
Multivariate analysis showed that in both male and female subjects, eGFR was negatively correlated with age, BMI, UA and TC, positively correlated with FBG, HDL-C, LDL-C and TG, and not correlated with SBP (Table 5 ). The male and female eGFRs were considered as dependent variables and the age, BMI, DBP, FBG, HDL-C, LDL-C, TC, TG and UA were considered as independent variables in multiple regression analysis. The analysis indicated that in the male group, eGFR was correlated with age, UA, BMI, FBG, TC, TG, LDL-C and HDL-C. In the female group, eGFR was correlated with UA, age, BMI, DBP, FBG and LDL-C (Tables 6, 7 ).
Proteinuria
The prevalence of proteinuria in male and female subjects was 2.5 and 1.7 %, respectively, with no significant difference between two groups. The univariate odds ratios for proteinuria of potential risk factors such as BMI, obesity, hypertension, dyslipidemia, high FBG and hyperuricemia are shown in Table 8 . The multivariate odds ratios for proteinuria of potential risk factors such as obesity, hypertension, dyslipidemia, high FBG and hyperuricemia are shown in Table 9 . Univariate analysis and multivariate analysis showed that obesity, hypertension, dyslipidemia, high FBG and hyperuricemia were independently correlated with proteinuria. Hyperglycemia possesses the highest odds ratios for proteinuria. Conversely, increasing age was independently correlated with lower risk of proteinuria. 
Discussion
In 2002, a survey conducted by China National Nutrition and Health showed that Chinese adults' overweight rate was 22.8 %. In our study population, the obesity rate of males between 20 and 39 years old was 33.3 % and of females 7.5 % with an average of 22.0 % which was comparable to the previous finding. Blood pressure, serum uric acid, serum lipids and fasting glucose of obese subjects were higher than those of nonobese subjects. HDL-C of obese subjects was lower than that of nonobese subjects. It indicated that obese young adults had higher risk for developing hypertension, hyperlipidemia, hyperglycemia and hyperuricemia than nonobese counterparts. Hypertension, hyperlipidemia, hyperglycemia and hyperuricemia are the risk factors for CKD. Hypertension has been shown to be a significant risk factor for kidney failure in several large population-based studies [3] [4] [5] . Several cohort studies in the USA [6, 7] and Japan [8] have identified hyperlipidemia as also a possible risk factor for the development and progression of CKD. Diabetes has been considered as an initiation risk factor of CKD [9] . Cain et al. [10] found that increasing serum uric acid levels were positively associated with CKD. This association appeared to be independent of age, gender, smoking status, alcohol intake, education, diabetes mellitus, hypertension, BMI and total cholesterol levels. Our study also identified that eGFR decreased as the number of the above risk factors increased. Obesity may be associated with increased risk for CKD independent of diabetes and hypertension [11] . For example, higher level of proteinuria is a risk factor of CKD [9] . Several studies had indicated that obesity was associated with proteinuria. Chagnac et al. [12] found that nondiabetic obese patients with normal blood pressure had higher albumin excretion rate, higher GFR and glomerular transmembrane pressure than normal people. The rise of glomerular transmembrane pressure will lead to the rise of GRF. The rise of GFR will cause the damage of glomerular filtration membrane and result in the rise of albumin excretion [13] . Tran et al. [14] reported a case of a 48-yearold male patient with severe obesity. When the patient's weight reduced to 118, 110 and 102 kg, respectively, his 24-h urinary protein excretion reduced to 7.6, 2.1 and 0.85 g, respectively. The CARDIA study [15] showed that an unhealthy lifestyle (unhealthy diet, smoking and obesity) may lead to incident microalbuminuria. But there are few studies on the relationship between obesity and proteinuria in youth. In China, such study has not been performed previously. Our study showed that obesity was an independent risk factor for proteinuria in youth.
There were some limitations associated with our study. First, the subjects might have physiological proteinuria, but they had no fever and had been told not to do strenuous exercise before the test, which could decrease the falsepositive rate. Second, we did not test microalbuminuria. So, the morbidity of proteinuria might be underestimated in our study. Third, the diagnosis of obesity was based on the standard of Chinese Diabetes Society. We did not measure waists and hips. Thus, visceral obesity might be missed, which could also decrease the false-positive rate. Fourth, we used the equation of MDRD to estimate the glomerular filtration rate (eGFR). The MDRD equation was first proposed by the National Kidney Foundation, K/DOQI clinical practice guidelines for chronic kidney disease: evaluation, classification, and stratification in 2002 [2] . The MDRD equation is now widely used in nephrology. But this equation has some limitations. For example, creatinine is affected by the muscle mass of the subject. So if the subject is too fat or too thin, this equation is not accurate enough to estimate the GFR. Serum cystatin C has been proposed as a simple, accurate and rapid endogenous marker of GFR in research and clinical practice. It is more stable than creatinine and less influenced by the muscle and gender. One meta-analysis showed that serum cystatin C was clearly superior to serum creatinine as a marker of GFR [16] . So in our further study, we may ues cystatin C to estimate GFR. 
